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State-Specific Prevalence of Current Cigarette Smoking Among Adults — 
United States, 2002 


Cigarette smoking in the United States causes serious 
illnesses among an estimated 8.6 million persons (/) and 
approximately 440,000 deaths annually (2), resulting in $157 
billion in health-related economic costs (2). To reduce smok- 
ing prevalence, morbidity, mortality, and economic impact, 
state tobacco-control programs should include interventions 
to help persons stop smoking (3). To assess the prevalence of 
current cigarette smoking among adults, attempts to quit, and 
receipt of physician advice to quit during the preceding year, 
CDC analyzed data from the 2002 Behavioral Risk Factor 
Surveillance System (BRFSS) survey. This report summarizes 
the results of that analysis, which indicated a threefold differ 
ence in smoking prevalence across the 50 states, the District 
of Columbia (DC), Guam, Puerto Rico, and the U.S. Virgin 
Islands (range: 9.5%—32.6%) (Figure). To support smokers 
attempts to quit, states/areas should implement comprehen 
sive tobacco-control programs that include interventions to 
help persons stop smoking (e.g., quitlines). 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized, civilian U.S. population aged 
>18 years. Because BRFSS data are state-specific, median 
prevalences were reported rather than national averages. Esti- 
mates were weighted by age, race/ethnicity, and sex distribu 
tion of each state's population, and 95% confidence intervals 
were calculated by using SUDAAN. The median response rate 
across states/areas was 58.3% (range: 42.2%-82.6%). 

Current cigarette smoking status was determined by asking 
respondents, “Have you smoked at least 100 cigarettes in your 
entire life?” and “Do you now smoke cigarettes every day, some 
days, or not at all?” Current smokers were defined as those 
who reported having smoked >100 cigarettes during their life- 
times and who currently smoke every day or some days. 
Attempted smoking cessation was assessed by asking every day 


smokers, “During the past 12 months, have you stopped 


FIGURE. Prevalence* of current cigarette smoking among 
adults aged >18 years, by state/area — Behavioral Risk Factor 
Surveillance System, 50 states, District of Columbia (DC), 
Guam (GU), Puerto Rico (PR), and U.S. Virgin Islands (USVI), 
2002 














"The percentage of all adults in each state/area who reported having 
smoked >100 cigarettes during their lifetimes and who currently smoke 
every day or some days 
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TABLE 1. Prevalence of current cigarette smoking among TABLE 2. Percentage of everyday adult smokers who tried to 
adults*, by state/area and sex — Behavioral Risk Factor Sur- quit and percentage of current adult smokers who received 
veillance System, 50 states, District of Columbia, Guam, advice to quit, by state/area — Behavioral Risk Factor Surveil- 
Puerto Rico, and U.S. Virgin Islands, 2002 lance System, 50 states, District of Columbia, Guam, Puerto 
Men ER Total Rico, and U.S. Virgin Islands, 2002 
State/Area % (95% Cl’) % (95% Cl) % (95% Cl) Current smokers 
Everyday smokers who received 

+3.3) shins =" 24.4 (1.9) who poo >1 day advice to quit 
+4.1 2¢€ 3.7 29.4 (+2.8) 
(44.4 20.1 2 23.5 (+2.6) State/Area ° (95% Ci*) % (95% Cl) 
2.( 26.3 (21.7) Alabama g 5.1 ? 
16.4 (2+1.5) Alaska 
20.4 (+1.5) Arizonat 
19.5 (+1.3) Arkansas! 
24.7 (+#2.2) Californiat 
20.4 (#2.1) Colorado 
22.1 (21.3) Connecticut! 

] 20.0 ; 23.3 (+1.6) Delaware’ 
Hawaii 26.2 2.3) 6.0 +1.6 21.1 (21.4) District of Co 
Idahc 216 (+2.2 1 (+ 20.6 (+1.4) Floridat 
Iilinois 2 g 1.6 22.9 (+1.4) Georgia! 
indiana 29 ( ) 25.4 +1 27.7 (1.4) Hawai 
lowa 26.3 +2.6) 20.2 +2 23.1 (1.7) Idahc 
Kansas 23.2 (+22 20.¢ +1.8 22.1 (+1.4) noist 
Kentucky 34.8 (+3.0) 30 2.3 32.6 (21.8) 
Louisiana 26.6 21.5 1 23.9 (+1.5) Ov 
Maine 26.4 3.1) 21.1 (+2 23.6 (+2.0) Kansas 
Maryland 25.7 (+2.8) +2.0 22.0 (+1.7) Kentucky 
Massachusetts 20.2 (+1 18.( $1.4 19.0 (+1.2) Louisiana! 
Michigan 25 2.2 23.5 + 24.2 (21.5) Mainet 
Minnesota 24.3 (+23 94 (+18 21.7 (21.4) Maryland? 
Mississipp 3.2 (+3.2) 22 | (+1.8) Massachusetts! 
Missour 2s +2.8 23 +2.2 (1.8) Michigant 
Montana 21.3 +% 21.4 +2.3 : (+1.7) Minnesota 
Nebraska 26.3 +2.8) 19.4 1.8 “ (+1.7) Mississippi! 
Nevada 28.5 3.8) 23.5 +3.1 , (+2.4) Missour 
New Hampshire 23 (+2.1) 22.6 +1.£ (+1.4) Montana 
New Jersey 20.4 +3.4) 4 2.6 (+2.1) Nebraska 
New Mexico 23.3 2.4) 19.3 +1.8) : (+1.5) Nevada 
New York? 56 2.5) ic +1.7) J (+1.5) New Hampsh re! 
North Carolina 30.7 2.8) 22.3 +2.0) . (+1.7) New Jersey? 
North Dakota 23 ( 6) 20.0 (+2 ‘ (21.7) New Mexic 
Ohic 26 2.6) 25.( (+2 : (+1.7) New York? 
Oklahoma 290 +2 2 23.8 +1.6) ; (+1.3) North Carolina 
Oregon 246 (+25 20.2 +2 ’ (+1.8) North Dakota 
Pennsylvania 26 7) 23.2 +1.3) 6 (+1.0) Oh 
Rhode Island 2 (+2.6 0 +1.5 ‘ (+1.6) Oklahoma 
South Carolina 29.1 (+2.¢ : (+2.2 J (+1.8) Orea nt 
South Dakota 25.6 2.4 9.7 +1 ‘ (+1.5) Pennsylvania! 
Tennessee 31.0 +3.1) 24.5 +2.3 ‘ (+1.9) Rhode Island? 
Texas 26.£ +2.2 1S +1.5 (+1.3) South Carolina? 
Utah 2 +2.1) 1.3 +1. (+1.4) South Dakota 
Vermont ev.« 2.2 20: 21.3 21.2 (+#1.5) Tennessee 
Virginia 3 (+2.2 24.6 (+2.0) Texas? 
21.5 (+#1.5) Utah 
28.4 (+1.8) Vermont! 
23.4 (+1.6) Virginia! 
< 23.7 (+1 7) Washingt nt 
Median 25.9 20.9 23.1 West Virginia 
Guam‘ 0.9 (26.2 22. 32.1 (23.9) oe 
Puerto Rico 18.7 (42.4) 8 (+1.4) 13.2 (#1.4) wyoming 
U.S. Virgin Isiands§ 12.4 2.6 (+1.6) 9.5 (+1.5) Median 
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implemented by certain states. In addition, the proportion of 
current smokers who had been advised to quit was 72.0%, 
which was higher than estimates from other surveys (5), 
although comparisons are limited by the number of states that 
asked the question. This increase might reflect efforts within 
health-care systems to increase treatment for tobacco users 
through proven interventions and system-level changes (e.g., 
physician reminders to provide counseling). The increases also 


might be attributed to expanded tobacco-control programs at 


the state level, including the expansion of evidence-based, tele- 


phone quitline services (6). During 1992-2002, states offer 
ing some form of quitline services increased from one to 32. 
Physicians often lack the time and often are not comfortable 
providing cessation « ounseling I stablishing readily accessible, 


] 
free COUNSELING Services (e.¢., 


quitiines) Increases the availability 


Of more intensive Cessation assistance and might also encour- 


age health care providers tO assess tobacco use and provide 


both advice to quit ind medic ition 


he findings in this report are subject to at least three limi 
tations. First, BRFSS does not sample persons in households 


WITNOULT Ce lephones. second, response rates might have aftected 


estimates: howevel 


BRFSS estimates are compat ible with 


current smoking estimates obtained from other surveys with 


higher response rates (8). Finally, data were based on self- 
reports, and smoking status in BRFSS is not validated by bio 
chemical markers. However, BRFSS data on cigarette smoking 


measures have moderate-t 


validity and high reliability 


9), and self-reports of smoking have been found to be valid 


in other population-based surveys (/0). 


lo help States plan ind implement comprehensive tobacco 


] 
cessation programs CDC recommends several Strategies, 


including implementing telephone guitlines integrating 
tobacco cessation into routine health-care delivery 


1 
and mak 


> 


ing tobacco-treatment services a standard health benefit (3). 


Approximately 70% of smokers visit physicians each year (5) 


giving health-care providers the opportunity to reach smok 


rs Chrough e inte! providers can advise smokers 
to quit, discuss appropriate treatments (e.g., medications and 


ounseling), and provide referrals to quitlines or other 


ommunity programs 


lo implement tobacco-control programs fully and reduce 
’ 
smoking prevalence further, CDC recommends spending 


$7—$20 per capita in smaller states (i.e., population of <3 mil 
lion), $6—$1 ’ pel capita in medium-sized states (i.« popula 


tion of 3 million), and $5—$16 per capita in larger states 


€ population of million ). In 2002, per capita fund 


ing varied across states (range: $0.33—$19.16): few met CDC's 


minimum funding recommendations (4). In recent years, states 


ave received less funding for tobacco-control programs, which 


inhibits expansion of cessation activities such as quitlines and 
implementation of recommended changes within the health- 
care system. Unless states expand cessation and other tobacco- 
control efforts, the 2010 national health objective of reducing 
smoking prevalence to <12% will not be achieved. 
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Bovine Spongiform Encephalopathy 
in a Dairy Cow — 
Washington State, 2003 


On December 23, 2003, the U.S. Department of Agricul- 


ture (USDA) made a preliminary diagnosis of bovine 
spongiform encephalopathy (BSE) in a single “downer” (i.e., 
nonambulatory disabled) dairy cow in Washington state. On 
December 25, this diagnosis was confirmed by the BSE inter- 
national reference laboratory in Weybridge, England. This 
report summarizes the findings of the initial investigation of 
this case and describes the public health prevention measures 
adopted by USDA to protect the human food supply. The 
occurrence of BSI in the [ nited States reinforces the need for 
physicians to be aware of the clinical features of variant 
Creutzfeldt-Jakob disease (vCJD) and to arrange for brain 
autopsies in all decedents with suspected or probable CJD to 


assess the neuropathology of these patients. 
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The BSE-positive cow was aged 6.5 years when it was slaugh- 
tered on December 9. Before slaughter, the cow was 
nonambulatory; its condition was attributed to complications 
from calving. The animal was examined by a USDA Food 
Safety and Inspection Service (FSIS) veterinary medical 
officer both before and after slaughter. After examination, the 
carcass was released for use as food for human consumption. 
Tissues (e.g., brain, spinal cord, and small intestine) consid- 
ered to be at high risk for the transmission of the BSE agent 
were removed from the cow during slaughter and sent for 
inedible rendering (often used for nonruminant animal feed). 
Because the cow was nonambulatory at slaughter, brain tissue 
samples were taken by USDA's Animal and Plant Health 
Inspection Service (APHIS) as part of its targeted surveillance 
for BSE. On December 23, a presumptive diagnosis of BSE 
was made, and the herd to which this cow belonged was placed 
under a state hold order. USDA, in collaboration with state 
and other federal animal and public health agencies, industry 
representatives, and the Canadian Food Inspection Agency 
(CFIA), initiated investigations of potentially exposed cattle 
and regulated products. 

On December 24, FSIS recalled beef from cattle slaugh- 
tered in the same plant on the same day as the BSE-positive 
cow. Some of the beef subject to the recall had been shipped 
to several establishments, which processed it further. Meat 
products manufactured from the recalled meat were distrib- 
uted primarily to locations in Oregon and Washington, with 
smaller quantities distributed to locations in California, Idaho, 
Montana, and Nevada. FSIS continues to verify the distribu- 
tion and control of all recalled products. 

The U.S. Food and Drug Administration (FDA) and 
inspectors from Oregon and Washington have located all 
known potentially infectious rendered products from the BSE- 
positive cow. The rendering plants that processed this mate- 
rial have placed a voluntary hold on all known potentially 
infectious products, none of which had left the control of the 
companies or entered commercial distribution as of January 
7, 2004. FDA continues its investigation of all regulated 
products related to the BSE-positive cow. 

APHIS, in collaboration with CFIA, traced the birth of the 
BSE-positive cow to a farm in Alberta, Canada. On January 
6, USDA and CFIA announced that DNA evidence had con- 
firmed this traceback to Canada with a high degree of cer- 
tainty. This line of investigation indicates that the BSE-positive 
cow was one of 82 animals from a Canadian herd cleared for 
shipment to the United States; 81 of the cattle listed on the 
Canadian animal health certificate entered the United States 
on September 4, 2001, through Oroville, Washington. These 
cattle are being traced to determine their disposition or cur- 


rent location. The BSE-positive cow gave birth to two live 


calves while in the United States. The first is a yearling heifer 
on the same farm as the BSE-positive cow. The second, a bull 
calf, was in a group of calves at another location, a calf- 
feeding operation that also was under a state hold order. 
Because the bull calf could not be identified definitively, 


APHIS completed the elimination of all calves at this site on 


January 6. Since the epidemiologic investigation began, APHIS 


has developed criteria for determining additional cattle at risk 
for BSE that should be eliminated. 

On December 30, USDA announced additional safeguards 
to further minimize the risk for human exposure to BSE in 
the United States (Box). Beginning immediately, FSIS has 
prohibited the use of downer cattle for food for human con- 
sumption. Through its emergency rule-making powers, FSIS 
will take additional actions that will become effective on their 
publication. Planned actions include the required removal of 


“specified risk materials” (i.e., high-risk materials) from 


BOX. Safeguards proposed by the U.S. Department of 
Agriculture (USDA) to minimize the risk for exposure to the 
bovine spongiform encephalopathy (BSE) agent — United 
States, December 30, 2003 


¢ USDA's Food Safety and Inspection Service (FSIS) has 
announced an immediate ban on the use of 





nonambulatory disabled (“downer”) cattle for human 
food consumption. 

FSIS inspectors will not mark cattle carcasses tested for 
BSE as “inspected and passed” until negative test results 
are received. 

FSIS will prohibit the use in the human food supply 
(including advanced meat recovery [AMR]*) of “speci- 
fied risk materials” (i.e., high-risk materials), including 
the skull, brain, trigeminal ganglia, eyes, vertebral col- 
umn, spinal cord, and dorsal root ganglia of cattle aged 
>30 months and the tonsils and small intestine of cattle 


of all ages. 


FSIS also will prohibit the presence of brain, spinal cord, 


trigeminal ganglia, and dorsal root ganglia from cattle 
aged <30 months in meat produced by AMR. 

To reduce the risk that portions of the brain are not 
dislocated into the tissues of the Carcass as a Consequence 
of stunning cattle before slaughter, FSIS will ban air- 
injection stunning. 

FSIS will prohibit the use of mechanically separated beef’ 
in the human food supply. 





*An industrial process that removes muscle tissue from the bone of beef 
carcasses under high pressure without incorporating bone material when 
operated properly; product may be labeled as “meat 
A meat food product that is finely ground to a paste- or batter-like 
consistency and that results from the mechanical separation and removal 
of most of the bones from the attached skeletal muscle of cattle carcasses 
and parts of carcasses; may not be labeled as “meat” but rather as “meat 
food product. 
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animals aged >30 months at the time of slaughter and 
withholding the USDA “inspected and passed” mark until 
negative BSE test results are received for any animal tested. To 
enhance the speed and accuracy of the response to animal 
health threats such as BSE, APHIS is working to implement a 
national identification system to track animals of various spe 
cies through the livestock marketing chain. USDA also will 
appoint an international panel of scientists with BSE exper 
tise to provide an objective review of the response to the iden- 
tification of the BSE-positive cow described in this report and 
to identify areas for potential improvement of current BSI 
safeguards 
Reported by: Animal and Plant Health Inspection Suc; Food Safety 
, S Dept of ricultu [ Food and Drug 
iter for Health 


nter for 


Editorial Note: BSE is a progressive, fatal neurologic disor 
der of cattle and is classified as one of the transmissible 
spongiform encephalopathies, a group of diseases of animals 
and humans believed to be caused by abnormally folded pro- 
teins called prions. BSE was first identified in 1986 in the 
United Kingdom (UK), where it caused a large outbreak 
among cattle (/). Although the source of the BSE epizootic 
agent is uncertain, feeding cattle BSE-contaminated meat-and 
bone meal is the major contributory factor to the amplifica 
tion of BSE among cattle (2). Since 1986, BSE cases have 
been identified in 20 European countries, Japan, Israel, and 
Canada. Since BSE surveillance was initiated in the United 
States in 1990, USDA has tested brain tissue from approxi- 
mately 57,000 cattle, targeting those at high risk for BSE (e.g 
downer cattle and cattle with neurologic signs); the case 
described in this report represents the first identification of 


BSE in the United States. Whether an epidemiologic link 


exists between this BSE case traced to Canada and the 
previous case reported in Canada is not known. 

Epidemiologic and laboratory evidence suggests that the BSE 
agent has been transmitted to humans via consumption of 
BSE-contaminated cattle products, causing vCJD (/). How- 
ever, the risk for acquiring vCJD from consumption of BSE- 
contaminated product is low, presumably because of a “species 
barrier” that provides substantial but incomplete protection 
against development of vC]D. In the UK, where an estimated 
one million or more cattle probably were infected with BSE, 
cases of vCJD continue to be reported; however, the number 
of cases of VCJD remains small, with 148 probable and con- 
firmed vCJD cases identified as of January 7, including those 
of three persons residing in Ireland, Canada, and the United 
States who are believ ed to have been exposed to BSE in the 
UK (/,3). Seven additional cases not directly linked to the 
BSE outbreak in the UK also have been reported (six in France 
and one in Italy). 

In the United States, the feeding of rendered cattle prod- 
ucts to other cattle has been prohibited since 1997, and the 
importation of cattle and cattle products from countries with 


BSE or considered to be at high risk for BSE has been prohib- 


ited since 1989; these measures have minimized the potential 


exposure of animals and humans to the BSE agent (4). The 
additional safeguards described in this report should furthers 
reduce the risk for acquiring vCJD. 

Substantial clinical and epidemiologic differences exist 
between vC]D and the more commonly occurring classic form 
of CJD recognized in the United States for decades before the 
emergence of BSE (Table). Although strong epidemiologic and 
laboratory evidence indicates that vCJD is linked causally with 
BSE, no exogenous source of infection has been identified for 
approximately 85% of classic CJD cases (5). The median age 
at death of classic CJD patients in the United States is 68 


years, compared with 28 years for vCJD patients. The age 


TABLE. Clinical and pathologic characteristics distinguishing variant Creutzfeldt-Jakob disease (vCJD) from classic CJD — United 


Kingdom (UK) and United States, 1979-2001 





Characteristic 


UK vCJD U.S. classic CJD 





Median age at death (yrs 


Clinical presentation 


Pulvinar sign” on MRI! 

Presence of “florid plaques” on neuropathology 
Immunohistochemical analysis of brain tissue 
Presence of agent in lymphoid tissue 

increased glycoform ratio on immunoblot analysis 


Genotype at codon 129 of prion proteir 


28 (range: 14-74) 

Median Iliness duration (mos 13-14 

Prominent psychiatric/behavioral symptoms 
painful sensory symptoms; delayed neurologic signs 

Periodic sharp waves on EEG Absent 

Present in >75% of cases 

Present in great numbers 

Marked accumulation of PrP" 

Readily detected 

Present 

Methionine/Methionine 


68 (range: 23-97)" 

4-5 

Dementia; early 
neurologic signs 

Often present 

Not reported 

Rare or absent 

Variable accumulation 

Not readily detected 

Not present 

Polymorphic 





* Surveillance data 1979-2001 
. High signal in the posterior thalamus 
* Protease-resistant prion protein 








trust-wor-thy: adj 


(‘trast-"wor-thé) 1 : worthy of belief 


2 : capable of being depended upon; 
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see also MMWR. 
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distribution of these deaths illustrates that most vCJD occurs 
in age groups in which classic C]D is rare (Figure) (RG Will, 
M.D., National CJD Surveillance Unit, Edinburgh, Scotland, 
personal communication, 2004). In addition, the median 
duration of illness before death for classic CJD patients in the 
United States is 4-5 months, compared with 13—14 months 
for vCJD patients (6). Patients with vCJD often have promi- 
nent early behavioral or psychiatric manifestations and pain- 
ful sensory symptoms, with neurologic signs such as myoclonus 
and extrapyramidal dysfunction being delayed for several 
months after illness onset (6). The characteristic 
electroencephalographic pattern of periodic sharp waves 
observed in classic CJD patients is absent in patients with 
vCJD. A characteristic high signal in the posterior thalamus 
on T2- and diftusion-weighted magnetic resonance imaging 
5% of vCJD 


patients, and in the appropriate clinical context, is highly 


the “pulvinar sign’) is demonstrated in 
indicative of a vCJD diagnosis (7 
Confirmatory diagnosis of vCJD and classic CJD requires 
pathologic examination of brain tissue obtained at autopsy o1 
biopsy. The neuropathology in vCJD is distinguished by the 
presence orf numerous deposits of kuru-type plaques sur- 
rounded by vacuoles (i.e., 


and cerebrum and the marked accumulation of the 


florid plaques”) in the cerebellum 


pathologic protease-resistant prion protein on immunohis- 


tochemical (IHC) analysis (8). Prions are detected readily by 


[HC analysis in lymphoid tissues (e.g., appendix, lymph nodes, 
spleen, and tonsils) of vCJD patients, but not in classic CJD 


patients (9). All persons with vCJD tested as of January 2004 


have had methionine homozygosity at the polymorphic codon 


129 of the prion protein gene, indicating that persons who do 


FIGURE. Percentage distribution of deaths caused by variant 
Creutzfeldt-Jakob disease (vCJD) in the United Kingdom (UK) 
and deaths caused by CJD in the United States, by age at 
death, 1995-2003* 


“Excludes blood transfusion—associated vCJD and pituitary hormone- or 
, dural graft-associated CJD 

Noniatrogenic UK vCJD deaths, including UK-related nonresident cases 
. 1995-2003 

‘Noniatrogenic U.S. deaths, 1995-2001 


not carry this genotype (comprising the majority of the gen- 


eral population) appear to have increased resistance to vCJD. 
Since 1996, CDC has used several mechanisms to conduct 
surveillance for classic CJD and vCJD in the United States 
(10). CDC reviews national multiple cause-of-death data to 
monitor the epidemiology of CJD in the United States. CDC, 
in collaboration with state and local health departments, 
investigates C]D cases in persons aged <55 years to identify 
cases of possible vCJD. In addition, CDC assists routinely in 
the investigation of suspected cases of vCJD spontaneously 
reported by health-care providers. During 1996-1997, in col- 
laboration with the American Association § of 
Neuropathologists, CDC established the National Prion 
Disease Pathology Surveillance Center (NPDPSC) at Case 
Western Reserve University, Cleveland, Ohio. NPDPSC pro- 
vides advanced neuropathologic and biochemical diagnostic 
services free of charge to U.S. physicians and state and local 
health departments. These surveillance efforts have not 
detected any cases of indigenous vCJD in the United States. 
lhe emergence of BSE in the United States reinforces the 
need for physicians to be aware of the clinical features of vCJD 
in all patients, regardless of age, who report with distinguish- 
ing characteristics (Table 2). Because testing brain tissue per- 
mits the most definitive diagnosis of all forms of CJD and 
identification of emerging forms of the disease, including 
vCJD, CDC encourages physicians to arrange for brain 
autopsies in all decedents with suspected or diagnosed CJD 
and to use the free services of NPDPSC to assess the neuropa- 
thology of these patients. Information about these services is 
available from NPDPSC at http://www.cjdsurveillance.com 
or from CDC, telephone 404-639-3091. 
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Fatal Respiratory Diphtheria 
in a U.S. Traveler to Haiti — 
Pennsylvania, 2003 


Respiratory diphtheria can be severe or fatal in unvaccinated 
persons; even with appropriate treatment, 5%—10% of 
patients with diphtheria die (7). For >50 years, vaccination 
against diphtheria has been recommended for children and 
adults in the United States. Persons who are unvaccinated or 
vaccinated inadequately can contract diphtheria during travel 
to areas where the disease is endemic’, putting them and their 
close contacts at risk for severe illness. This report describes 
fatal respiratory diphtheria in an unvaccinated Pennsylvania 
resident who had visited Haiti, a country where the disease is 
endemic. The case highlights the need for all international 
travelers to be up-to-date with all recommended vaccinations, 
including a primary series of diphtheria toxoid—containing 
vaccine. 

In October 2003, the Pennsylvania Department of Health 
and CDC were notified of a suspected case of respiratory diph- 
theria in a previously healthy Pennsylvania man aged 63 years 
who reported that he had never been vaccinated against diph- 
theria. He and seven other men from New York, Pennsylva 
nia, and West Virginia had returned from a week-long trip to 
rural Haiti, where they helped build a church. One day 
before leaving Haiti, the patient had a sore throat. Two days 
after his return to Pennsylvania, he visited a local emergency 
department (ED) complaining of a persistent sore throat and 
difficulty swallowing. A rapid test for group A streptococcal 
antigens and a test for heterophile agglutinins were negative; 
he received oral amoxicillin and clavulanate potassium. 

On the fourth day of illness, the patient returned to the ED 
with chills, sweating, restlessness, difficulty swallowing and 
breathing, nausea, and vomiting. On examination, he was afe 
brile and had stridor and a swollen neck. Expiratory wheezing 
and diminished breath sounds in the left lung base were noted. 
Arterial pO2 was 88% on room air. Radiographs of the neck 
and chest showed prevertebral soft-tissue swelling, enlarge 


ment of the epiglottis, and opacity of the left lung base. Initial 





* Diphtheria endemic countries are listed at http www.cdc. gov/travel/ diseases 


dtp.htm 


diagnosis was acute epiglottitis with airway obstruction and 


impending respiratory failure. The patient was admitted to 


the intensive care unit; during intubation, a lar VNLOSCOPy Was 


performed that revealed a vellow exudate on the tonsils, pos 
terior pharynx, and soft palate, and sloughing of the anterior 
pharyngeal folds. During the next 4 days, the patient was 
treated with azithromycin, ceftriaxone, nafcillin, and steroids, 
but he became hypotensive and febrile (100.9° F [38.3° 
Methicillin-susceptible Staphylococcus aureus was isolated from 
sputum. Culture of a throat swab specimen was negative for 
( oryne bacterium diphthe ride. 

On the eighth day of illness, the patient was transferred to a 
tertiary care facility. A chest radiograph showed infiltrates in 
the right and left lung bases. During tracheostomy, a white 
exudate consistent with C. diphtheriae infection was observed. 
lhe pseudomembrane covered the supraglottic structures, 
including the epiglottis, vallecula and piriform sinus, the 
postcricoid region, and glottic inlet. Gram stain of laryngeal 
exudates showed gram-positive rods, gram-positive cocci, and 
yeast. The patient continued to receive multiple antibiotics, 
including penicillin, vancomycin, and gentamicin; diphthe 
ria antitoxin (DAT) was administered on the ninth day of 
illness. Two days later, a sample of the pseudomembrane was 
negative by culture but positive for C. diphtheriae tox genes by 
polymerase chain reaction (PCR) performed at CDC. After 
17 days of illness, the patient had cardiac complications and 
died. Based on the patient's travel to a country where diph- 
theria is endemic, the pattern of illness, and positive PCR 
results, his illness was consistent with a confirmed case of 
respiratory diphtheria. 

Investigations of close contacts were conducted in New York, 

Pennsylvania, and West Virginia. Close contacts were defined 
as persons who had been exposed to the patient's respiratory 
secretions or who lived in the same household as the patient. 
hese persons included his wife, health-care providers, Haiti 
traveling companions, and two other persons with whom he 
shared accommodations on the second day of his illness. Speci 
mens were obtained for isolation of C. diphtheriae and PCR 
testing; all culture and PCR results were negative. Close con- 
tacts were administered antibiotic prophylaxis and offered a 
diphtheria toxoid—containing vaccine if they had not received 
a booster within the preceding 5 years. 
Reported by: ? Lurie, MD, Div of Infectious Disease Epidemiology 
H Stafford. P Tran, MEd, Div of Immunizations; C Teacher, MSN 
R Ankeny, M Barron, MSN, ] Bart, DO, Bur of Community Health 
Systems, Pennsylvania Dept of Health. K Bisgard, DVM, T Tiwari, 
MD, 71 Murphy, MD, |] Moran, MD Epidemiolog) and Surveillanee 
Div, National Immunization Program: P Cassiday, MS, Div of Bacterial 
and Mycotic Diseases, National Center for Infectious Diseases, CD( 
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Editorial Note: Diphtheria is caused by toxigenic strains of 


| 1 ! ] 
the bacterium ¢ liphthye ind less frequently by C. ulcerans. 
ni | n beg he 1940s, diphthe 
Since universal vaccination began In the tUs, diphtheria 
uncommon 


1 the United States. In 2001, the vacci 
umong children aged 19—35 months who 
xO1ld—CoOntaining vac 


vas approximately 2). However, among adults, cov 


ites with decennial booster doses were lower. Testing of 
samples from part ants in the Third National Health 
Nutrition Examination Survey 1988-1994 
ted that the percentage of U.S. residents with protec 
0.1 [U/ml) of diphtheria antibodies decreased 
trom 9] it 
wes OO—OY9 vear 

1980—2001, a total of 53 cases of probable or con 
reported to CDC (4); the 
report from Pennsylvania was in 1992. 


spiratory diphtheria 


oO 


respiratory diphtheria have 
nited States, primarily among 

Vas isolated from 

community (5), and toxi 

Indiana resident wed 

n 1999, a 

\ 


Wasnington 


| 


vears died from an illness 
respiratory diphtheria; toxigenic 
il ist 1 trom a throat 
Respiratory diphtheria should be suspected in patients with 
membranous nasopharyngitis or obstructive laryngotrache 


1S who retu.®rl 


wailabl 
is diphtheria is 
confirmation. 


| 


. — 
shouid b« 


] 
vaccine during 


mit 
tibiori prophylaxis 
al and pharyngeal 


specimen ro! \dolescent 


contacts who hay of a diphtheria toxoid 
] ] 1 

containing vaccine during the preceding 5 years should be 

iccinated Children should receive diphtheria and teta 


, 11 
nus tOxoids ind cellular percussis vaccine at ages months, 





+ months, 6 months, 12—18 months, and 4—6 years; a boostet 
dose of tetanus and diphtheria toxoids (Td) vaccine should 
be administered preferably at ages 11-12 years (or ages 13 
18 years for catch-up); and protection should be maintained 
by a regular booster of Td every 10 years (9). 

In addition to taking destination-specific, disease- 
prevention precautions, all international travelers, regardless 


of age or destination, should ensure that they are up-to-date 


with all recommended vaccinations, including a primary 


series (i.e., >3 doses) of diphtheria toxoid—containing vaccine 
that includes a dose within the preceding 10 years. Additional 
information on vaccines recommended for travelers can be 


obtained from state health departments or CD¢ 10). 
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Update: Influenza-Associated 
Deaths Reported Among Children 
Aged <18 Years — United States, 

2003-04 Influenza Season 


During the 2003—04 influenza season, CDC has received 
reports from state health departments regarding deaths among 
children with evidence of influenza virus infection. To help 
investigate these deaths, CDC has requested that all influ- 
enza-associated deaths mong children aged <18 vears be 
reported to CDC through state and local health departments 


during the 2003—04 season. This summary is based on 
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preliminary data reported from 31 states FIGURE. Number" of influenza-associated deaths among children aged <18 years, by 
as of January 6, 2004, and updates a pre- date of death — United States, 2003-04 influenza season 
vious report published in MMWR (1). 

Since October 2003, a total of 93 
influenza-associated deaths among chil 
dren aged <18 years have been reported Previous update 
to CDC. All patients had evidence of 
influenza virus infection detected by 
rapid antigen testing or other laboratory 
tests. 

The date of death was reported for 92 
of the 93 cases (Figure). The median age 
of the 93 children was 4 years (range: 4 
weeks—17 years), with 55 (59%) chil- 
dren aged <5 years and 24 (26%) aged 
6-23 months (Table 1). Among the 92 
children whose sex Was reported, 4] 
(45%) were male. A total of 35 (38%) 
of the 93 children were reported to have 
had underlying chronic medical condi- 
tions (Table 2), and 41 (44%) were 
reported to have had no underlying 
conditions; the medical history was 
unknown for 17 (18%) children. Of the 
55 children for whom the location of 2003 
death was reported, 15 (27%) died at Date 
home, 12 (22%) died in emergency *N=92as of January 6, 2004; date of death was not available for one child 
departments, 25 (45%) died as 
inpatients, and three (5%) died in transport to hospitals. 

Pneumonia was a reported complication in 25 of the 93 


children. Invasive bacterial co-infections were reported in 15 


children, including methicillin-resistant Staphylococcus aureus, TABLE 2. Underlying chronic medical conditions reported 
Streptococcus pneumoniae, Streptococcus pyogenes, Enterococcus in influenza-associated deaths among children aged 
fe <18 years — United States, 2003-04 influenza season* 





sp., Haemophilus influenzae (type b and non-typable), Neis- 
, ; Sane : at . No. 
seria meningitidis, Escherichia coli, Pseudomonas aeruginosa, anne 
Klebsiella pneumoniae, and Serratia marcescens. Underlying chronic condition affected' 
Of the 45 children whose influenza vaccination status was Asthma$ 
reported, one child had evidence of adequate vaccination, Other chronic pulmonary disease* 
Cardiac disease (e.g., pulmonary stenosis 
and cardiac transplant)s 5 
partially vaccinated (i.e., they had received 1 of 2 doses); five Immunocompromised or immunosuppressed 4 
Endocrine disorder (e.g., diabetes mellitus) 4 
Renal disease® 1 
TABLE 1. Age distribution of influenza-associated deaths Prematurity ' 
reported among children aged <18 years — United States, Hematologic disorder (e.g., immune thrombocytopenic purpura) 1 
2003-04 influenza season* Mental retardation/developmental delay 12 
3 
6 
4 
5 





whereas 33 (73%) were not vaccinated, and six children were 





Cerebral palsy 
Age No. ("e) Other neurologic disease (e.g., epilepsy) 
<6 mos 8 (9) Genetic disorder 
6-23 mos 24 (26) Gastrointestinal disorder (e.g., gastroesophageal reflux disease) 
2-4 yrs 23 (25) *N = 35 as of January 6, 2004 
5-11 yrs 19 (20) "Certain children had more than one condition 


12-17 yrs 19 (20) *Condition places patient at high risk for complications secondary to 
*N = 93 as of January 6, 2004 influenza 
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children were reported as vaccinated, but the interval between 
vaccination and onset of illness was not documented. 

Influenza A viruses were isolated from respiratory specimens 
collected from 28 patients. A total of 55 children had influ 
enza virus infection confirmed by rapid antigen testing and 
direct fluorescent antibody staining of respiratory specimens. 
Four additional children had influenza virus infection 
confirmed solely by reverse transcriptase polymerase chain 
reaction (RI-PCR) of respiratory specimens. 

\ total of 16 children with evidence of influenza virus 
infection by culture, rapid antigen detection test, or RT-PCR 
specimens tested at CD( by immunohis 


1UTODS) 
I 


ilso hac 
tochemical (LH¢ 


intigen detected by staining in respiratory epithelium of 


staining. Of these, 11 had influenza A viral 


) 


airway tissue specimens (2). In addition, autopsy tissue speci 


liatric deaths without previous labo 


mens from 
ratory confirmation of influenza virus infection 


by LHC staining f 


were Positive 


Reported by: § 


\ 


( )( 


Editorial Note: Durin: tobe 1, 2003-January 6, 2004, 
1 total of 93 influenza-a iated deaths umong children aged 
re reported to CDC. Of the 51 deaths that were 


» occurred before public ation of the 


not repo 
previous report 
Bex 
le conditions, the 
compared 


proportion 


ed. Height 


itions and deaths associated 


on and increased test 
orf more pediatric 
fatalities related luenza than in previous seasons 


lhese reports o further characterize 


In iddition tO initi 
iated deaths ( 1 


eloping studies in th health de partments 


ind other partn< te the rates of influenza 


issociated hospitalization and seri complications and to 
1 
sk factors tor severe iline ind complications dur 


ison. A la Cl lj ire planned tO as 
omparing 
influenza 


sociated hospitalizations and mortality among 


children Such information 


with those in previou eason 


‘ 1 ) 
might be helpful in lluating current pediatric influenza 


vaccination recommendations 


Clinicians should consider influenza testing in children who 
have severe febrile illness, when influenza viruses are circulat- 
ing in their local community. Clinicians should recognize that 
secondary conditions such as bacterial infection can compli 
cate some cases of influenza. Susceptibility testing of bacterial 
isolates is important to guide appropriate antibiotic therapy. 
Guidelines for antiviral treatment of influenza have been 


published (3). 


CDC Request for Reports of Influenza- 
Associated Deaths Among Children 

During the 2003—04 influenza season, CDC is requesting 
that all influenza-associated deaths among children aged 

18 years be reported to CDC through state and local health 
departments. In addition, CDC is requesting submission of 
postmortem tissue specimens and autopsy reports when avail 
able. Influenza viral isolates in fatal cases also should be sent 
to CDC for antigenic characterization. 

lo report the influenza-associated death of a child aged 

18 years, state and local health departments should contact 


-. 


CDC's Influenza Branch, telephone, 800-232-4636; e-mail, 
eocinfluenza@cdc.gov. Cas¢ reporting forms are available to 
state and local health departments and medical examiners via 
the Epidemi Information Exchange (1 pi X 
http://www.cdc.gov/mmwr/epix/epix.html. Completed forms 
should be sent to CDC with a cover sheet with the heading, 


ATTN: Fatal Case Reporting” via fax, 888-232-1322 


iccc ssible at 
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Update: Influenza Activity — 
United States, December 21, 2003- 
January 3, 2004 


| 
rhe number of states reporting widespread influenza 


activity” decreased during December 21, 2003—January 3, 
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2004'. During the latest reporting week, ending January 3, 
health departments in 38 states, the District of Columbia, 


and New York City reported widespread influenza activity. 






Nine states reported regional activity, one state reported local 


activity, and one state and Guam reported sporadic activity 











(Figure 1). The percentage of outpatient visits for influenza- 
like illness (ILI)* decreased in all surveillance regions during 
the week ending January 3, with an overall national percent 
age of 6.2%. This percentage is above the national baseline’ 
of 2.5%. The percentage of specimens testing positive for 
influenza also decreased; however, the percentage of deaths 


attributed to pneumonia and influenza (P&I) increased. 


Laboratory Surveillance 
During the reporting week of December 28, 2003—January 
2004, World Health Organization (WHO) laboratories 


repo! ted tc sting 







> 


Po 
3,092 specimens for influenza viruses, of 
(20.7 Of these, 111 


0 


which 641 0) were positive. were 









00.0 






















FIGURE 1. States in which estimated influenza activity levels 
have been reported by state epidemiologists, by level of 
activity* — United States, December 28, 2003—January 3, 2004 

























*Levels of activity are 1) no activity, 2) sporadic—small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of influenza-like illness (ILI), 3) locat 
outbreaks of influenza or increases in ILI cases and recent laboratory- 
confirmed influenza in a single region of a state, 4) regionat—outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in at least two but less than half the regions of a state, and 5) 
widespread—outbreaks of influenza or increases in ILI cases and recent 
laboratory-confirmed influenza in at least half the regions of a state 










influenza A (H3N2) viruses, 524 were influenza A viruses that 
were not subtyped, and six were influenza B viruses. 

Since September 28, 2003, WHO and National Respira 
tory and Enteric Virus Surveillance System laboratories have 
tested 57,831 specimens for influenza viruses, of which 16,174 
(28.0%) were positive. Of these, 16,065 (99.3%) were influ 
enza A viruses, and 109 (0.7%) were influenza B viruses. Of 
3,927 (24.4%) have been 
926 (99.9%) were influenza A (H3N2) viruses, 


and one (0.1%) was an influenza A (H1) virus. 


the 16,065 influenza A viruses, 


> 


subtyped; 3, 


Antigenic Characterization 


Of the 461 influenza viruses collected by U.S. laboratories 
since October 1, 2003, and characterized antigenically by 
CDC, 454 were influenza A (H3N2) viruses, two were influ 


Phe 


lutinin proteins of the influenza A (H1) viruses were 


enza A (H1) viruses, and five were influenza B viruses. 


ao 
Dd 


hemag 
eglutinin of the vaccine strain 
\ (H3N2) 


similar antigenically to the hemas 
isolates that have been characterized, 98 (21.6%) were similar 


A/New Caledonia/20/99. Of the 454 influenza 


antigenically to the vaccine strain A/Panama/2007/99 
H3N2), 


\/Fujian/411/2002 (H3N2)**. Four influenza B viruses char 


and 356 (78.4%) were similar to a drift variant, 


acterized were similar antigenically to B/Sichuan/379/99 and 


one was similar antigenically to B/Hong Kong/330/2001. 





P&! Mortality Surveillance 

During the reporting week of December 21—December 27 
2003, P&I accounted for 9.0% of all deaths reported through 
and increased to 


2003 


the 122 Cities Mortality Reporting System 


VQ 
oO, 


7.9% 


9.4% during the reporting wec¢ k of December 


January 3, 2004. The epidemic threshold’' was and 


8.0% for each reporting week, respectively (Figure 2). 


ILi Surveillance 





lhe percentage of patient visits** to approximately 1,000 


U.S. sentinel prov iders nationwide for ILI decreased from 8.8% 


V0 


during the week ending December 27 to 6.2% for the week 


ending January 3, but remained above the national baseline 
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FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by 122 Cities Mortality Reporting 
System, by week and year — United States, 2000-2003 


* The epidemic threshold is 1.645 standard deviations above the seasonal 


baseline percentage 
The seasonal baseline is projected by using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 


jeaths from P&I during the preceding 5 years 


of 2.5! Figure 3). The percentage of patient visits for ILI 
Bu : f a 

decreased in all nine surveillance regions’’ during the week 

ending January 3. On a regional level, the percentage of visits 


for ILI was highest in the West South Central region (8.3%), 


followed by Pacific region (7.1° 


, East North Central region 
6.8%), South Atlantic region (6.4% Mid-Atlantic region 
New England 


, West North Central region (4.5° 


) 


6.29 East South Central region (4.8% 


region (4.6% , and the 


Mountain region (3.4' 


Activity Reported by State and Territorial 
Epidemiologists 
During the week ending January 3, influenza activity was 


reported as widespread in 38 states (Alabama, Alaska, Arizona, 





FIGURE 3. Percentage of visits for influenza-like illness 
reported by Sentinel Provider Surveillance Network, by week — 
United States, 1999-00, 2002-03, and 2003-04 influenza 
seasons 





*The 1999-00 season was selected for comparison because it was the 
most recent influenza A (H3N2) season of moderate severity 


Arkansas, California, Connecticut, Delaware, Florida, Georgia, 
Indiana, lowa, Maine, Maryland, 
Massachusetts, Michigan, Minnesota, Mississippi, Missouri, 
Montana, Nevada, New Jersey, New York, North Carolina, 


North Dakota, Ohio, Pennsylvania, Rhode Island, South 


Hawaii, Illinois, 


Carolina, South Dakota, Tennessee, Texas, Utah, Vermont, 
Virginia, Wisconsin, and Wyoming), the District of Colum- 
bia, and New York City. Regional activity was reported in 
nine states (Colorado, Idaho, Kansas, Kentucky, Louisiana, 
Nebraska, New Hampshire, Washington, and West Virginia). 
Oklahoma reported local activity, and New Mexico and Guam 
reported sporadic activity. Oregon did not report. During the 
week ending December 27, health departments in 42 states, 
the District of Columbia, and New York City reported wide- 
spread influenza activity, and eight states reported regional 
activity. 

Weekly updates on influenza activity will be published in 
MMWR during the influenza season. Additional information 
about influenza activity is available from CDC at http:// 


www.cdc.gov/flu. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals January 3, 2004, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 229 
Hepatitis B, Acute 282 
Hepatitis C, Acute 50 
Legionellosis 
Measles, Total 
Meningococcal Infections 


Mumps 
Rubella 


Ratio (Log Scale)* 


Beyond Historical Linuts 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending January 3, 2004 (53rd Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 


Anthrax 2 Hansen disease (leprosy) 72 








Botulism . . Hantavirus pulmonary syndrome 18 
foodborne 28 Hemolytic uremic syndrome, postdiarrheal 57 
nfant ( HIV infection, pediatric 
other (wound & unspecified) 31 ! Measles, total 

Brucellosis 9( ye Mumps 

Chancroid 44 ‘ Plague 

Cholera | Poliomyelitis 

Cyclosporiasis 7< Psittacosis 

Diphtheria Q fever 

Ehrlichiosis . Rabies, human 
human granulocytic (HGE) 5 Rubella 
human monocytic (HME) Rubella, congenital 
other and unspecified 4 2 SARS-associated coronavirus disease 

Encephalitis/Meningitis Streptococcal toxic-shock syndrome 
California serogroup viral 3§ 157 Tetanus 
eastern equine Toxic-shock syndrome 
Powassan' - Trichinosis 


St. Louis 37 g Tularemia 

















western equine : . Yellow fever 





No reported cases 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 

' Not notifiable in all states 

8 Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update November 30, 2003 

‘| Of 42 cases reported, 31 were indigenous, and 11 were imported from another country 

** Of 44 cases reported, 26 were indigenous, and 18 were imported from another country 

' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 





(53rd Week)* 
Encephalitis/Meningitis 
Chlamydia’ Coccidiodomycosis Cryptosporidiosis West Nile 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 2003 2002 2003 2002 























Reporting area 
4 834,423 4,354 4,969 3,27¢ 3,016 1,933 


34 64 
NEW ENGLA ; 193 9 
Maine é § 5% 805 N N 2 12 
i 2 027 c 7 { 34 





Center for HIV. STD. an venti Last update 
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TABLE Ii. (Continued) Provisional cases of selected notif 


(53rd Week)" 


iable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 





Cum. 
2002 








Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. 


2003 


Cum. 


2002 





Cum. Cum. 
2003 2002 
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N. Dak 

S. Dak 
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Ark 

Okla 

Tex 
MOUNTAIN 
Mont 
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Wyo 

Colo 
Vv. Mex 
Ariz 
Utan 

Nev 

PACIFIC 
Wash 
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Calif 

Alaska 
Hawai 

Guam 

PR 

VI 

Amer. Samoa 
C.N.M.| 
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488 


130 
om 


8.4 


> 709 


8,600 





N: Not notifiable 


U: Unavailable 


No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and Cumulative 


(year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 
(53rd Week)* 





Haemophilus influenzae, invasive' Hepatitis 
All ages Age <5 years (viral, acute), by type 
All serotypes Serotype b Non-serotype b Unknown serotype A 


Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 | 2003 2002 2003 2002 2003 2002 2003 2002 


UNITED STATES 1,71 1,743 23 $4 92 144 190 153 8,795 
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V1 
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C.N.M.1 U U 


U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 


Non-serotype b: nontypeable and type other than b; Unknown serotype: type unknown or not reported. Previously, cases reported without type information were counted as non 
serotype b 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 
(53rd Week)* 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 
Cum. Cum. Cum. Cum. Cum. | Cum Cum. | 

Reporting area 2002 2003 2003 2002 2003 2002 2003 

UNITED STATES 5,7 064 1,802 1,835 2,014 1,316 629 665 3,387 


NEW ENGLAND - 319 : 2% 05 12 
Maine ! 14 
N.H 25 
Vt d 7 
Mass 189 169 
RJ 36 


Conn 22 68 


MID. ATLANTIC 885 559 
Upstate N.Y 3 140 
N.Y. City 733 
N.J : 344 
Pa 342 
E.N. CENTRAL 756 
Ohic 110 
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C.N.M.1 

N: Not notifiable U: Unavailable No reported cases 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 
(53rd Week)* 





Meningococcal Rocky Mountain 
Malaria disease Pertussis Rabies, animal spotted fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 


JNITED STATES 1 3 588 1,814 8,483 9,771 5,545 7,689 973 1,104 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 


(53rd Week)* 





Reporting area 


Salmonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages 


Age <5 years 





Cum. Cum 





Cum. | 


2003 2002 





Cum. 





Cum. 
2002 


Cum. 
2003 





Cum. 
2003 





Cum. 





Cum 
2002 


Cum. 
2003 





UNITED STATES 
NEW ENGLAND 


Maine 


CENTRAL 


PACIFIC 
Wast 
Oreg 
aif 
Alaska 


nmawa 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


2003 2002 


4 


21,641 


‘ 


2002 


555 


424 
40! 





N: Not notifiable 


U: Unavailable 


Ne 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative 


reported cases 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 3, 2004, and December 28, 2002 
(53rd Week)” 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 


UNITED STATES 6,81 6,859 363 439 11,619 13,971 313 321 13,474 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE lil. Deaths in 122 U.S. cities," week ending January 4, 2003 (53rd Week) 
All causes, by age (years) All causes, by age (years) 
All P&l' All 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 
NEW ENGLAND 654 ‘ 1 Qe S. ATLANTIC 
M 1214 1; 4 2 


47¢ f 
3 














P&l' 
Total 











Atlanta. Ga 


annan, Ga 


santa Cruz, C 
Dé attle Wast 
spokane, Wast 
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acoma, Wast 


TOTAL 











No reported cases 
are voluntarily reported fron ; ties in the United States. most of whic 


ate was 2d. Fetal deaths are not in 


ing by the week that the death certific 


Ns Of >100,000. A death is reported by the place of its 
ind influenza 


uded 
hanges in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
tal includes unknown ages 
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